SUMMARY A method of managing ill and premature babies with little disturbance is described. The results of such care during 1969-76 compare favourably with those achieved by more intensive and active intervention.
3. A nasal tube is passed and feeding and watering begun within half an hour of admission. Feeds are given from outside the incubator without touching the baby. Babies fed only milk cannot satisfy their thirst and hunger independently as older children do. Most cope, but some become obese in an attempt to get enough water, or become oversalted, uraemic, and anorexic from a failure to do so. We therefore follow the example of other mammals by offering water 3 times a day to all babies. Those not sucking get their water down the tube in a volume equal to one of their milk feeds, with an increase if they are hot or uncomfortable. This is usually given as 10% glucose to the smaller babies as prophylaxis against hypoglycaemia, but water would probably be as good and perhaps safer, although we between 1500 and 1000 g, and 3 9 % were under 1000 g. The corresponding figures for England and Wales for 1975 were 48 2, 22 8, 17 9, 7 4, and 3 5% respectively. Any larger baby about whom there was concern was also admitted to the nursery, and about one-third of all babies passed through if only for a few hours.
Hypothermia, hypoglycaemia, enterocolitis, pneumothorax, and bleeding and thrombotic complications were seldom met. Exchange transfusion was needed only for haemolytic disease, and there has been no late evidence of kernicterus. Babies with respiratory distress left undisturbed have done well with no late lung disorder. Apnoea has been severe only in babies later found at post-mortem examination to have cerebral haemorrhage from birth trauma. One severely retarded child is partially sighted and has retinal changes which may be related to ventilation with pure oxygen during half an hour's apnoea at birth; he did not need oxygen subsequently.
After discharge the babies were seen if necessary at a clinic held each week in the nursery, where the mothers were at ease and the nurses could see the results of their care. They did well. The few affected children were not those who had caused concern in the first weeks, and most had evidence of an intrauterine infection or some other handicapping condition. Some who had had unduly prolonged resuscitation at birth, and who needed tube feeding for a long time, remained severely retarded-the 'failed stillbirth' group for whom the answer is perhaps to limit initial ventilation for apnoea to 30 minutes or so, when there is evidence of profound intrapartum anoxia. Death in the first week is the best defined measure of comparison; the number of deaths and births by weight is shown in Table 1 , and the 3-year running average mortality in Table 2 . All deaths are included whether they occurred in the delivery room, in the nursery, or after transfer to another hospital for surgery. Included in the table are the deaths in the first month for England and Wales by weight in 1975; and also deaths among 1017 babies of <2500 g admitted to six neighbouring nurseries in 1975, but it is likely that not all the larger babies are included in these figures.
Among the smaller babies there was an initial rise followed by a steady fall in the mortality. As the care of the babies was unchanged, and the fall much steeper than the national trend, these changes are probably due to improvement in obstetric care. This was reflected in a corresponding fall in the Table 3 gives the cause of other deaths by year and weight. 
